solidated Omnibus Reconciliation Act) and EMTALA (Emergency Medical Treatment and Active Labor Act). 4 The US emergency medical experience shows us that the coexistence of private and public health care can be problematic. "Denial of care" entered the emergency lexicon in the 1990s when managed care organizations began requiring advance authorization (gatekeeping) for emergency care. Authorization decisions were often made by telephone, sometimes by nonclinical staff working from protocols. Patients faced difficult decisions when emergency staff warned them not to leave without care, while, simultaneously, gatekeepers told them their visit was unwarranted and would not be covered. The emergency department (ED) staff then faced a dilemma of their own because EMTALA mandates that they provide care, but the gatekeeper's decision means they will not be paid for doing so. 5 One published report from California found that 516 of 545 patients denied care by telephone gatekeepers left the ED, and that 9 of these later returned with life-threatening diagnoses such as pulmonary embolism, myocardial infarction, respiratory failure and sepsis. 6 In addition to denial of care, many patients avoid primary and preventive care or fail to attend follow-up visits because they lack adequate insurance. 7 US emergency physicians have all seen patients who delayed care for financial reasons, sometimes with tragic results.
Private and public hospitals provide stark contrast. Private hospital EDs are often well appointed and well staffed, generating profits from as few as 15 to 25 000 patients per annum. Many offer amenities like valet parking and no waiting, while their physicians earn substantial incomes seeing 1.5 to 2 patients per hour. Down the road, county hospital physicians treat 2-3 times the number of patients per hour and burn out quickly, while their hospitals processes upwards of 100 000 patients per year, who may wait up to 24 hours for assessment. EDs provide care to all those without other access and, based on their experiences, US emergency physicians have led the call for comprehensive, universal health insurance. 7, 8 In Canadian health care, EDs are the "canary in the coal mine." We are in the news due to overcrowding, prolonged waits, hallway care, delayed offloading of ambulance patients, and other problems. When patients fall through cracks in the system, they land in the ED. Changes in health policy have profound impact. Across the country, cuts to acute care beds, long-term beds or community care options predictably compromise EDs. Social policy also affects EDs, as the poor and homeless turn to us for whatever comfort or relief we can provide. The Canadian public depends on the fact that, whatever the pressures and limitations, every citizen is treated equally in the ED. Patients may purchase privacy and special amenities on the wards but in the ED, patient care is always based on clinical need, not economic circumstance.
As humans, we all face the prospect of illness, injury, pain and suffering. The Canadian health care experiment was based largely on the fundamental idea that each of us, regardless of income, race or status, is treated the same if we are the cyclist bleeding on the pavement. This fundamental principle of equality, which has led to the most popular government program in Canadian history, is now under attack. A growing minority argue that we use our money to purchase better food, clothing and shelter, so why not health care? Some claim the private sector can provide health care more cheaply and effectively, although evidence is lacking. Others, economically secure, resent being taxed to support the care of strangers.
Although the US situation seems distant to us, "reforms" -like de-listing, co-payments, private alternative clinics, hospitals and imaging centres -are all beginning to hack away our universality. Each blow creates wider cracks, allowing more people to fall through into our overburdened EDs. Our country is more affluent now than when Medicare was conceived, and our fiscal situation is better than it has been in decades. Only our will to care for fellow human beings is failing. As emergency care providers we are the voice for our patients. We should fight to maintain the universality of the Canadian system, to enhance rather than diminish the comprehensive nature of the care we provide, and to close the cracks through which so many are falling.
If you were on the pavement bleeding, what system would you want?
